Sir -If an effect of sun exposure is the explanation for the late summer peak in diagnosis of nonmelanocytic skin cancers in the Oxford region (Swerdlow, 1985) , and the previously observed winter deficit in their diagnosis in Houston, Texas (Freeman & Knox, 1970) , then this pattern should be present, but shifted 6 months in the calendar (as it is for malignant melanoma; Holman & Armstrong, 1981) , in the southern hemisphere. Figure 1 11.25, P=0.004; Edwards, 1961) and squamous cell cancer in men only (X2 = 6.66, P = 0.04).
The patterns of variation were complex. Basal cell cancers showed peaks in diagnosis in May (late autumn) and November (late spring) and deficits in December and January (summer) and September (early spring). Squamous cell cancers showed peaks in March (early autumn) and November (late spring) and a deficit in January. Only the March peak in squamous cell cancers corresponds seasonally to the August-September peak reported by Swerdlow; although the May peak in occurrence of basal cell cancers corresponds quite well to an October-November peak evident in the data shown for this cancer in Swerdlow's Table I .
In our opinion the deficit in diagnosis of nonmelanocytic skin cancers in Tasmania in December and January can be explained by the effects on medical care of the Christmas and New Year festivities and the subsequent summer holidays. Evidence of similar effects was noted by Swerdlow. The peak in squamous cell cancers in March may be a 'catch up' phenomenon. Without the December and January deficits, the seasonal variation in our data would be unremarkable. It is relevant to note that the medical care effects were insufficient to obscure a summer peak in the diagnosis of cutaneous malignant melanoma in Western Australia (Holman & Armstrong, 1981; Holman et al., 1983) .
It is premature to suggest, from currently available data, that sunlight has effects of short latency on the development of non-melanocytic skin cancers similar to those which have been postulated for malignant melanoma. 
